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The course for occupational health nurses is run on a full-time basis at the Rcn in London and at the University of Dundee. Courses leading to the Rcn certificate are also organized on a day-release basis in various centres in England and Wales for nurses already engaged in occupational health. This year four hospitals have sent nurses to the full-time course in London. Selection ofPersonnel Before a post is advertised, a job description must be compiled and the line of responsibility decided. The selection panel should consist of the chief nursing officer, the house governor or hospital secretary, the physician responsible for the staff health service and a senior occupational health nurse to act as external assessor.
The successful applicant should have had some experience in occupational health and preferably will hold the OHNC because she will be working with people highly skilled in their own specialties. As in all posts, the personality is important; she must be equally acceptable to all grades of staff. She must also be able to inspire confidence and trust -the service may stand or fall on the degree of confidentiality achieved; tact and diplomacy are vital. She will need reserves of mental stamina to overcome frustrations. Dr (1966, New York) describes two different natures: first, Adam or animal man, whose basic motivation is the avoidance of pain and, secondly, Abraham or human man, whose basic motivation is seeking growth from tasks.
Certain factors in work which he calls hygiene factors could compare with what we in occupational health call preventive and environmental factors. These hygiene factors in the work environment to which Adam-type man is constantly trying to adjust are frequently involved in job dissatisfaction. These relate to management policy and administration, supervision, salary, interpersonal relationships and working conditions.
However, Abraham-type man epitomizes man as capable, with innate potential constantly Table 1 Staff turn-over (1970) and sickness/absence rates (9.1.70-4.4.71) Research has shown that the motivators contribute very little to job dissatisfaction. Conversely the hygiene factors contribute very little to job satisfaction. This fits in with our present experience in industry, namely that continual improvement of the hygiene aspects of a work situation does not produce lasting satisfaction in workers. Providing more pay, fewer hours of work, better canteen facilities and fringe benefits may only temporarily stimulate the worker to be more productive or happier in his work. Attention to hygiene needs is important but improvement is unlikely to release positive feelings of increased creativity, productivity, lowered absenteeism and reduced turnover. Hygiene acts like heroinit takes more and more to produce less and less effect. What then should be the role of an occupational health service? I think that I can leave aside the hygiene factors with which you are well acquainted.
I am much more interested in man's Abraham nature, that is the part played by the motivators. The figures in Table 1 have been provided for me by the Personnel Department of the Central Middlesex Hospital. These figures support the belief that in groups with a higher turnover a higher sickness/absence rate may also be expected. Is this pattern unalterable? How can it be influenced?
I suggest that it is in those departments with a high turnover and a high sickness/absence rate that the occupational health service has an important role to play. Are the individuals who work in such departments different ? Can they be categorized as predominantly hygiene seekers? If so, this implies a high level of neuroticism. Have they the same attitude to work as others but not the same opportunities, or do the less able inevitably gravitate to jobs of low status?
Management itself is essentially a hygiene factor concerned primarily with administration, welfare, working conditions and salary. Management must enlarge the job, make it more flexible and more demanding. It must give an opportunity for the worker to gain in knowledge, to increase his understanding of his work and some opportunity for creativity.
To get this message across we are really offering health education to help people, in their dealings with us, to see something of their opportunity for individuality and continual emotional growth.
Health is a form of human behaviour and requires that the individual should respond to the environment in a positive adaptive way.
We are in danger of placing more and more stress on the environment and less and less on accomplishment. We must re-educate both workers and management in terms of a motivation orientation. Work must provide some excitement and stimulate psychological growth, thereby leading to happiness.
DISCUSSION
Dr I M Brown (St Mary's Hospital, Eastbourne) agreed with Miss Jarman that the occupational health nurse was the cornerstone of an efficient service. He did not, however, agree that the health problems of hospital staff and industrial staff were the same. In his view this was not so, and he suggested that the differences were as follows:
(1) A number of hospital staff, unlike industrial staff, were resident and so needed the kind of care which workers in industry would expect to receive in their own homes.
(2) Minor ailments might appear to presage serious organic disease as medical and nursing staff working in hospitals tended to deal with relatively serious disease and not with minor ailments.
(3) Consultant advice was available on the premises in most hospitals and members of the staff might be working in close conjunction with specialist departments so that they often requested referral to a particular consultant when this would not be requested by a worker in industry.
(4) Speculation as to why non-nursing staff chose to work in hospitals was of interest. For example, he had observed that some of the maintenance staff in his Group seemed to be somewhat health conscious and took more advantage of preventive health measures such as routine chest X-rays, immunization programmes, &c., than did medical and nursing staff.
(5) Personnel officer appointments were not commonly made at present in the hospital service, as was the case in industry. The employing officer was often not impartial when dealing with the question of an employee being absent from work for, say, family difficulties. The occupational health nurse in hospital might be expected to offer counselling in such a situation.
(6) The hospital service employed a larger percentage of overseas staff than did industry as a whole, so that there was sometimes a language problem and it was occasionally necessary for the occupational health nurse to explain some aspects of the working environment.
In Dr Brown's view medical examination of all staff was desirable. The examination needed little medical time if the occupational health nurse took an adequate medical history and if there was sufficient secretarial assistance to deal with the documents.
When he used the term 'medical examination' he took it to include a chest X-ray, hamoglobin estimation, urine analysis, tuberculin test and, where necessary, an examination by the dental surgeon and by the chiropodist and also the provision of any particular immunization indicated at the time.
Miss Jarman, in reply, said that the point she was trying to make was that a medical examination should not be merely an assessment of the person's state of fitness but that it should also fit the person to the job or the job to the person. Just as the person in a food industry needed slightly different care from one in the steel industry, perhaps the people in hospital needed slightly different care.
She did not think it was the duty of occupational health nurses to look after the nurses when they were off sick. If they were non-residentand they were all now adults at 18 -they would look after themselves, or each other, in their own flats. She felt there was a great need to teach people in hospital, particularly the young, a responsibility for their own health. She had found in her own experience that the bed occupancy in sick bays went down as people felt able to look after themselves in their own rooms.
Dr R W R Beasley (Standard Telephones & Cables Ltd, London) said that the responsibilities of the personnel department were very different from those of the occupational health department, the personnel officer being a hiring and firing official. It was wise to consider seriously the simultaneous introduction of personnel management and an occupational health service in the hospital. The personnel department was always a good central point for carrying out in an executive way the advice given by the occupational health department.
Dr Felicity Tunbridge (St Mary's Hospital, Harrow Road, London) disagreed that a nurse was not as competent as a doctor to carry out weight, urine analysis, hxemoglobin and similar estimations to form the basis of a health interview, or to form a basic assessment of a new employee in relation to his job. Particular points could be referred to a doctor, but doctors could be employed doing other things apart from those very basic things.
Dr Suzette Gauvain, replying to a question, said that as an occupational health specialist a consultant could be an adviser to a wide area or group of hospital occupational health services.
Group Captain D W Boatman (North-Eastern Metropolitan Regional Hospital Board) asked if this area would be as large as a region. Dr Gauvain thought this would obviously rather depend on what Dr Taylor found in his survey. She would have thought this varied enormously, depending on the size of the population at risk in the region. Dr 0 P Edmonds (University of Manchester) asked what provision was made in the initial training of the nurse or the doctor for occupational medicine. Nurses in particular often had difficulty in setting aside the emphasis laid on treatment of the sick patient.
Miss Jarman said that she thought this was why they needed training.
Dr Gauvain said that if the undergraduate training syllabus of nurses was similar to that of doctors she would agree with Dr Edmonds, because so little preventive medical teaching was usually included.
Dr John Laughlin (Crawley) felt very strongly that the general practitioner element to occupational health services was almost inevitable. As temporary patients of some unknown local general practitioner, nurses would not get the full treatment -medical treatmentto which hospital staff were entitled.
He thought the hospital occupational health services differed from those in industry, of which he also had considerable experience. In hospitals there was in many instances no single person who was finally responsible.
Miss Jarman agreed that it was always the doctor who took the ultimate responsibility. A nurse could not diagnose or prescribe treatment; she could assess symptoms and perhaps give minor remedies. I am grateful for the opportunity to put the view of a hospital administrator who has had some experience of working with an occupational health scheme in hospital, particularly because I think that the significance of the administrators' role in developing occupational health services has not been perceived by all administrators or, indeed, by many of the medical or nursing staff who have been pressing hard for the recognition of the importance of occupational health.
A hospital administrator is concerned with the operation of all departments in the hospital group, whether or not he has direct accountability for all of them. Occupational health is also concerned with every department in the hospital; with every department in which staff are employed. As co-ordinator, the hospital administrator is in a uniquely valuable position to do three things: (1) To appreciate the need for a health service for all hospital staff. (2) To make practicable the introduction of such a service. (3) To support and foster the serviceparticularly when it is in its infancyin a number of important ways.
Needfor Occupational Health I do not propose to go over the ground already covered by practitioners in the field of occupational health medicine, concerning the nature and desirability of an occupational health service in hospitals. I wish, however, to comment on one or two points arising from the Tunbridge Committee Report. I know that my views are shared by a number of my fellow administrators, but not by all. I make these points then, briefly, as personal comments:
(1) I support the recommendations of the Tunbridge Report as a wise, admirably concise and entirely practical report. In a short and devastatingly clear way it pointed to a glaring oversight in our policies and practice in the management of the hospital service. Administrators who are conscious of their role as co-ordinators, and who
